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■ FOREWORD 
 
As already frequently mentioned, the ageing of our population is foremost good news: it means we all live longer, 
and live longer in good health. Not surprisingly, also the mean age of patients in hospitals is rising. People aged 
75 and older account for almost half of all hospital days on non-geriatric nursing units. 
Frail older people are preferably admitted on a geriatric nursing unit, that is completely oriented and skilled in the 
so called ‘comprehensive geriatric approach’ meaning that besides the medical problems also the physical, 
psychosocial and functional problems of the patient are taken into account. 
However, the capacity of such geriatric nursing units is not large enough and it cannot be avoided that, already 
now and even more in the future, frail older patients stay on general, more organ specific, nursing units as well. 
Although this may be perfectly appropriate reasoning from the specific problem for which these patients are 
admitted to the hospital, these frail older persons also need and deserve  a comprehensive geriatric approach. 
Hereto, the Belgian legislator opted since 2007 to create and develop mobile intern geriatric consultation teams. 
These teams have geriatric expertise and make it available for other professionals working in non-geriatric nursing 
units. Legislation and a funding system have been put in place to implement these teams. 
How do we look back upon these teams, almost 10 years after implementation started? Are the planned effects 
reached? Are there, in the meantime, other (this time carefully tested and evaluated) models emerging? Is the 
legislation perceived as supportive or rather as restrictive? Wouldn’t it be better to tackle the geriatric problem in 
advance of the hospital stay?   
All those questions were posed to the KCE by the hospital sector, supported by the Federal Public Service (FPS) 
Health, Food Chain Safety and Environment. 
We hope that this KCE study is helpful for the public authorities, hospital administrators/managers and for the 
healthcare professionals in clinical practice to further develop and improve the care for all frail older persons, 
tailored to their individual needs no matter where they reside. 
In this study we could count on enthusiastic support and comments from many experts (Clinicians, managers, 
policy makers). This support was of utmost importance to us: thanks to all. 
 
 
 
 
 
Christian LÉONARD 
Deputy general director 
Raf MERTENS 
General director 
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■ ABSTRACT 
● The ageing population coincides with an increasing prevalence of older hospitalised patients with a geriatric profile. Evidence suggest that these 
patients should be treated according to the principles of ‘comprehensive geriatric care’. Several organisational models were developed to 
implement these principles in the care for hospitalized patients: acute geriatric units; inpatient geriatric consultation teams; co-management 
models (i.e. shared decision making between geriatrician and other physicians about patients admitted on non-geriatric nursing units). Only for 
acute geriatric units there is a sound evidence base for its effectiveness. Therefore this model is considered the gold standard.  
● Despite the limited of evidence about its effectiveness and the relatively low use of this model wordldwide, the Belgian authorities continue to 
invest in ‘inpatient geriatric consultation teams’. What’s more this model is since 2014 structurally embeded in the hospital payment system and 
the expectations about how and what these teams should do are listed in the law that regulates the care programme for geriatric patients in a 
rather explicit and prescriptive way.  
● Investing in models that aim to increase the availability of geriatric expertise on non-geriatric units is required given that the prevalence of older 
patients with a geriatric profile is on the rise. The more so because there is currently already a low capacity of G-units and a shortage of 
geriatricians to run these G-units. The option to choose for ‘inpatient geriatric consultation teams’ is further supported by its high face validity 
to offer a ‘holistic approach’ to older patients and to disseminate the geriatric expertise throughout the hospital.  
● Despite the prescriptive character of the law, the implementation of inpatient geriatric consultation teams varies across Belgian hospitals (e.g. 
case-finding methods, role of these teams on emergency departments). A potential explanation is that hospitals are forced to make operational 
choices since the demand for geriatric expertise clearly outweighs the supply of available financial and human resources (geriatricians and 
specialised nurses). The (failure) adherence of the treating team to the recommendations is identified as a major shortcoming due to (a.o. factors) 
the solely advisory role of these teams and the lack of sensitivity/expertise in geriatric care among these treating teams.  
● In addition, alternative care models (e.g. transcending the boundaries of the ‘classic hospital’, shared decision making between treating team 
and geriatric team) and workforce innovations (e.g. advanced practice nurses in geriatric care) emerge. Since the evidence do not support one 
best model for providing care outside the ‘acute geriatric unit’ according to the ‘comprehensive geriatric care’ principles, it will be important to 
provide a knowledge exchange platform to share and disseminate best-practices as well as to monitor (e.g. quality indicators) and follow-up (e.g. 
accreditation) the quality of care for geriatric patients.  
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1. BACKGROUND 
1.1. An ageing (hospital) population 
General demographic trend 
The growing life expectancy and the decline in fertility result in an ageing 
population throughout Europe. The European population of older persons 
(65 years or older), represented 17.9% of the EU-27’s population in 2012 
and would account for 29.3 % by 2060.1  
A similar trend is expected in Belgium: 17.9% of the Belgian population is 
now (anno 2014) 65 years or older, a share that will increase to 25.8% by 
2060.2 Although the majority of persons in the age group 65-74 years report 
to be in good health (i.e. 72% report the self-perceived health status as 
good),3 there is also a growing burden of (multiple) conditions.4 What’s more 
in the age group of 75 years and older, only 57% of the persons rate their 
health status as good.3  
This evolution will challenge our healthcare system: not only there will be an 
increasing number of older persons that need health-care services but the 
healthcare services will also have to be re-designed to accommodate the 
needs of the persons with chronic conditions and multi-morbidity.4    
Ageing hospital population 
The proportion of patients older than 75 years hospitalised on non-geriatric 
acute care unitsa (non G-units) is already relatively high (i.e. 27.24% of the 
patients in 2011). In addition, this patient group accounts for 43% of all 
hospitalisation days on acute non geriatric units. The group aged ≥85 years 
accounts (in 2011) for 9.19% and 16.25% of the patient and hospitalisation 
days, respectively. It is expected that this proportion of (very) old 
hospitalised persons will continue to grow in the next decades.5  
The proportion of older patients in the hospital with a geriatric profile is high. 
A geriatric profile is operationalised across studies in various ways. In a 
                                                     
a  Source: linked database MZG/RHM and AZV/SHA by the TCT including all 
hospitalised patients (inpatient stays only, with exclusion of stays on N*, E, 
M, NIC, K, K1, K2 units)  
Belgian study, for instance, it was found that 39% of the hospitalised patients 
aged ≥75 years had functional decline 30 days post-discharge.6 Another 
Belgian study in a subgroup of oncology patients aged 70 years and older 
from 10 hospitals revealed that 70% of them scored positive on initial 
screening and further geriatric assessment detected unknown geriatric 
problems in 51% of the patients.7 A Dutch multi-centre study8 found 
prevalence rates of Instrumental Activities Daily Living (IADL) impairment 
(83%), polypharmacy (61%), mobility difficulty (59%), high levels of primary 
caregiver burden (53%), and malnutrition (52%). In a UK study 9 it was 
shown that 56% of the patients aged ≥75 years who were admitted to an 
acute unit in a district general hospital fulfilled the frailty criteria. 
1.2. The geriatric care concept 
Definition geriatric patients 
Only a part of the population ≥75 years is defined as geriatric patients 
according to the definition of the Belgian care programme for geriatric 
patients: “the care programme for geriatric patients targets patients with an 
average age ≥75b years who need a specific approach for the following 
reasons: a frailty profile, active multi-pathology, a limited homeostasis, 
atypical clinical appearances of diseases; disturbed pharmaco-kinetics, risk 
for functional decline; risk for malnutrition; trend to be inactive and 
bedridden, with an increased risk for institutionalisation and for dependency 
in activities of daily living; psychosocial problems.” 10 
Comprehensive geriatric care: a multidisciplinary approach for older 
persons with a geriatric profile 
The geriatric profile requires a different approach than other patients, the so-
called “comprehensive geriatric assessment (CGA)”, often described as: “a 
multidimensional interdisciplinary process focusing on determining a frail 
older person’s medical, psychosocial and functional capabilities in order to 
develop a coordinated and integrated plan for treatment and long-term 
follow-up”.11, 12 The CGA-approach includes both a diagnostic (i.e. 
b  It should be noted that the age criterion in the care program is ‘on average’ 
older than 75 years. This implies that the care programme also applies to 
younger patients if they have a vulnerable profile as specified in the 
description of geriatric patients.  
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identification of the care needs) and a therapeutic process (i.e. the delivery 
of interventions to meet those needs).11, 12 According to Deschodt et al. 
(2013)11, this process includes three consecutive steps: 
• Case-finding or screening with standardised screening instruments to 
identify high-risk populations for which a geriatric approach is needed.11, 
13 
• Assessment. High-risk patients undergo a comprehensive assessment 
focusing on the multiple needs of geriatric patients (e.g. functional 
performance, cognitive performance, nutritional status, medical status, 
social issues) in order to develop recommendations for the patients’ 
care plan.12 
• Implementing. If geriatric syndromes or care problems are identified, 
appropriate evidence-based interventions need to be implemented.11 
The CGA-care process was evaluated by robust meta-analysis12, 14 that 
showed beneficial effects compared with conventional care: decreased 
hospital mortality, higher proportion of hospitalised patients returning to 
home, improved cognitive functioning. 
Acute geriatric units remain the gold standard but demographic 
evolutions demand complementary geriatric care models 
In the literature three broad models of care are described to implement the 
CGA-approach in practice for hospitalised patients12: 
• Acute geriatric unit. CGA is delivered in a discrete unit with a 
coordinated specialist multidisciplinary team. Different names are used 
to label these units, depending on their scope on acute and/or 
rehabilitation care (e.g. acute care for elders or ACE units; geriatric 
evaluation and management units or GEMU; ; post-emergency geriatric 
units or PEGU).12, 15 It has been shown that such units have beneficial 
effects on the outcomes of geriatric patients compared to conventional 
care, including: fewer falls;16 less delirium;16 less institutionalisation;12, 
14, 16 lower in-hospital mortality;12, 14 less functional decline;17, 18 and less 
new admissions in nursing homes.18 
• Inpatient geriatric consultation teams. A mobile team visits high-risk 
patients (e.g. identified by a screening procedure) who are admitted in 
a non-geriatric unit. The team performs the assessment and makes 
recommendations to the treating physician/care team. These inpatient 
geriatric consultation teams (IGCT) are, in the literature, also 
interchangeably referred to as ‘geriatric liaison team’, ‘geriatric 
assessment team’, ‘interdisciplinary geriatric consultation teams’. A 
recent review by Deschodt et al. (2013)19 showed that there is currently 
no evidence for the clinical effectiveness of inpatient geriatric 
consultation teams on patient’s functional status, readmission rates and 
length of stay. The effect on mortality was significant at 6 and 8 months 
follow-up but not at the other measurement time points (1month, 3 
months, 1 year). Study limitations can partly explain the lack of 
significant results: limited control of the implementation of the proposed 
interventions11, heterogeneity of interventions (e.g. composition of 
teams, frequency of interdisciplinary meetings andpatient visits), 
reported outcomes (measurement after discharge versus short term 
effects: delirium; poly-medication…).11  
• Co-management model. This model was only recently 
introduced,mainly for ortho-geriatric patient populations (i.e. 
orthopaedic patients with a geriatric care profile).20 It can be described 
as ‘the most far-reaching model of shared care between a general 
treating physician and a geriatrician since they manage the patient 
together from admission until discharge and are both responsible for 
the process and outcome of provided care’.20 The first meta-analyses21, 
22 on shared care models for geriatric patients are being published 
including few and often small studies with inconclusive results about 
their effectiveness. 
1.3. Objective 
In Belgium the legislator opted to implement the CGA-process for 
hospitalised patients via two models: 
• Acute geriatric units (G-beds). 
• Inpatient geriatric consultation teams: advice to healthcare 
professionals during the hospitalisation (i.e. inpatient liaison function: 
‘interne liaison’/’liaison interne’). 
In addition, the geriatric care programme also includes advice to healthcare 
professionals outside the hospital boundaries (external liaison: ‘externe 
liaison’/’liaison externe’), one day hospitalisation (i.e. geriatric day 
hospitals) and ambulatory care (i.e. ambulatory consultations).  
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This study focuses on inpatient geriatric consultation teams (IGCT). 
We aimed to: 
• Evaluate the strengths and weaknesses of the current organisation of 
the inpatient geriatric consultation; 
• Draw lessons regarding the organisation of inpatient geriatric 
consultation teams from an analysis of international (best-)practices. 
This study combined various methods: 
• A description of the organisation of inpatient geriatric consultation 
teams (IGCT) using the following data sources: Belgian studies about 
this topic, legal documents, policy papers, data provided by the 
FOD/SPF, RIZIV/INAMI and administrative databases (linked Hospital 
Discharge Dataset: MZG – RHM and Hospital Billing Records: AZV – 
SHA). 
• A SWOT-analysis with two waves of respectively 4 and 2 focus groups 
including geriatricians (n=9), nurses (n=24) and other healthcare 
professionals (n=4) working in inpatient geriatric consultation team 
(n=4), healthcare professionals working on other units that consult these 
teams (n=5) and hospital management (n=11).  
• A literature review to identify (inter-)national best practices, 
supplemented with a survey of geriatric teams and hospital 
management in France (n=14 hospitals) and in The Netherlands (n=11 
hospitals) and semi-structured interviews with US-researchers (n=4) 
within the study domain.  
 
                                                     
c  Exception: geriatric hospitals. However, these hospitals specialized in 
geriatric care (with/without rehabilitation beds) should make a functional 
collaboration agreement with the nearest acute hospital with an accredited 
care program for geriatric patients. 
2. THE ORGANISATION OF HOSPITAL 
CARE FOR GERIATRIC PATIENTS IN 
BELGIUM 
The organisation of hospital care for geriatric patients (definition, see 1.2) in 
Belgium started formally in 1985 with the regulation of geriatric units (Royal 
Decree 1985). Later the organisation was broadened and regulated via the 
care programme for geriatric patients (Royal Decree 2007, updated in 
April 2014).10 It is specified that each acute hospital with an acute geriatric 
unitc (n=99) should have a care programme for geriatric patients and that 
each acute hospitald without an acute geriatric unit (n=5) should make a 
functional collaboration agreement with the nearest acute hospital with a 
recognised care programme for geriatric patients. The agreements for the 
geriatric consult (including the geriatric day hospital) the inpatient geriatric 
consultation teams (IGCT) and the external geriatric liaison function are to 
be specified in a multidisciplinary manual.  
Geriatric care programme: a range of initiatives to improve the care for 
older patients 
The main aim of the care programme for geriatric patients is to “pursue, via 
a multidisciplinary diagnostic, treatment and rehabilitation approach, an 
optimal level of functional performance and an as high as possible level of 
self-care and quality of life”. It is specified that each hospitalised patient aged 
≥75 years should be screened by a staff member of the unit on which the 
patient stays via a scientifically validated screening tool. If patients are 
screened as being at risk, the multidisciplinary geriatric team (IGCT) should 
be consulted (or the reason for not consulting this team should be 
documented). Patients younger than 75 years are also eligible for this care 
programme, in case they have a geriatric profile. 
The Royal Decree specifies several accreditation standards (e.g. 
composition and educational level of the multidisciplinary geriatric team 
d  Exception: specialized hospitals with only the following accredited beds: Sp-
beds (rehabilitation) with or without general hospitalisation units (H-beds) or 
units for neuropsychiatric treatment of adult patients (T-beds), 
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members, role and profile of the care programme coordinators, architectural 
norms) but the essence is that the care programme structures geriatric care 
in Belgian Hospitals around 5 components (See Chapter 2 of the scientific 
report for details): 
1. Geriatric unit.23 There is a norm to determine the number of geriatric 
beds in Belgian hospitals (i.e. 6 G-beds per 1 000 inhabitants of ≥65 
years). However, in 2013, there were 11 755 programmed G-beds and 
only 7 341 (62.45%) accredited G-beds 
The G-beds are financed via the hospital budget, the so-called Budget 
of Financial Means (BFM/BMF). The number of ‘justified G-beds’ (i.e. 
the beds for which the hospital budget allocates money to the hospitals) 
is, however, higher than the ‘accredited G-beds’ (i.e. the hospital beds 
that are legally accredited by the public authorities).  
In other words, the public authorities define a number of required G-
beds which are for numerous reasons (e.g. shortage of geriatricians, 
financial incentives) not implemented by the Belgian hospitals. An 
evaluation of the reasons and possible solutions for this shortcoming 
are beyond the scope of the current study and should be included in a 
broader reform of the hospital landscape.24 
2. Inpatient geriatric consultation teams The main aim of inpatient 
geriatric consultation teams (IGCT) is to share the core geriatric 
principles and multidisciplinary expertise to all medical staff and care 
teams and for all hospitalized persons ≥ 75 years of age (including day 
hospitalisations) with a geriatric profile who are admitted in non-geriatric 
units. An inpatient geriatric consultation team is a multidisciplinary team 
including geriatricians (mostly part-time), nurses specialised in geriatric 
care, and occupational therapists, as well as in some cases 
physiotherapists and speech and language therapists and 
psychologists. At least 2 FTE’se are foreseen for this multidisciplinary 
team but the precise size of the staff is calculated based on the annual 
number of patients aged of 75 years and older who are admitted in non-
geriatric units of the hospital. The role of the multidisciplinary inpatient 
geriatric consultation team includes the following elements: 
                                                     
e  Geriatrician not included 
o Evaluation of the geriatric profile of patients that were flagged as 
being ‘at risk’ by a screening performed by staff members of non-
geriatric units;  
o A multidisciplinary geriatric assessment of the patient with a 
geriatric profile; 
o Formulation of recommendations to the care team and to the 
treating physician during the hospitalisation period; 
o Formulation of recommendations to the general practitioner (GP) 
on the care of the patient seen by the IGCT and discharged from 
hospital with the aim to prevent hospital readmissions;  
o Dissemination of the geriatric approach in hospital. Activities are 
related to systematically screening, detection of a geriatric profile, 
organisation of training and continuous education on the main 
geriatric topics for the nurses and allied health professionals.  
The funding evolved from a pilot-funding that was the same for all 
participating hospitals (i.e. 4 FTE per hospitals) towards a variable 
budget (i.e. between 2 and 6 FTE based on the number of patients aged 
≥75 years hospitalised on non G-units) that is structurally embedded in 
the hospital payment system. 
The multidisciplinary inpatient geriatric consultation team does not 
provide direct patient care. The team has to meet at least once a week 
to discuss the team’s interventions. All observations are recorded in the 
patient records and are communicated to the treating care team. There 
are two specific reimbursement codes for geriatricians, one for a 
consultation in a non-geriatric unit (maximum two per hospital stay) and 
one for the participation in a multidisciplinary team meeting of the IGCT 
(with a maximum of two per week).25 
3. External geriatric consultation function. The external geriatric 
consultation function aims to make the geriatric principles and expertise 
available to general practitioners and primary caregivers. The purpose 
is to optimize the continuity of care, to avoid inappropriate (re-
)admissions, to create synergy and to develop networking between care 
givers before and after hospitalisation.  
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4. Geriatric ambulatory consultations. These consultations are run by 
geriatricians and target patients that are preferably referred by a GP. 
The aim of this mono-disciplinary consultation is the formulation of a 
geriatric advice or the delivery of an intervention that does not require a 
multidisciplinary approach.  
5. Geriatric day hospitals. The purpose of an admission in a geriatric day 
hospital is to organise the geriatric evaluation and rehabilitation in a 
multidisciplinary way. Patients are admitted on request of a GP, 
specialist or after an above mentioned geriatric consultation. After 
several years of pilot-testing, the payment for geriatric day hospitals is 
structurally embedded in the hospital budget since 1 July 2014.26 
Although the geriatric care programme strongly focuses on hospitalised 
patients, it also aims to make the geriatric expertise of hospital staff available 
for non-hospitalised patients.  
Geriatricians: supply does not meet the demand 
Specialists in internal medicine could work since 1986 as geriatricians via a 
‘special competency in geriatric care’. A title of “specialist in geriatric care” 
exists since 2005.27 In 2013, 284f geriatricians (trainees excl.) could bill 
prestations via the nomenclature, 278 of them (trainees excl.) billed at least 
one prestation for patients admitted in a hospital. Moreover, only 210 
geriatricians billed activities in the context of ‘inpatient geriatric consultation 
teams’.  
The Federal platform for the geriatric care programme calculated several 
scenarios to predict the required number of graduating geriatricians per 
year. An expert panel estimated that at least 1.5 FTE geriatrician per 24 
accredited G-beds would be required to run the care programme for geriatric 
patients in a hospital which is higher than the legal minimal criteria (i.e. 1 
geriatrician full-time affiliated with the hospital)28.g Based on this minimal 
scenario, it was calculated that there was, in 2010, a shortage of 143 FTE 
geriatricians. This would require at least 30 graduating geriatricians per year 
to solve this shortage in a time span of 5 years.29  
                                                     
f  RIZIV/INAMI-codes 180 & 184: ‘Geneesheer specialist voor 
geriatrie’/‘Médecin spécialiste en gériatrie’ &’ Geneesheer specialist voor 
geriatrie en F.P’/’ Médecin spécialiste en gériatrie et F et P’ 
The commission responsible for the planning of the medical workforce 
recommended a yearly minimal quotum of 20 geriatricians between 2010-
2018 and to even abandon the maximal quotum of graduating geriatricians 
from 2020 onwards. However, they also noted that this pace could not be 
realised with the number of available training settings.30 Between 2010 and 
2013 only 28 physicians started with a training in geriatric care resulting in a 
difference of 52 geriatricians compared to the planned minimal number (i.e. 
80 places planned during these four years while only 28 started).31  
This shortage of geriatricians is expected to worsen in the near future.32 It is 
clear that the attempts to tackle this shortage by imposing a minimal number 
(i.e. n=20) of medical specialists to enroll in the geriatric discipline each year 
and by prompting the deans of the medical faculties to give more attention 
to the principles of aging and geriatric medicine in the training of medical 
students are insufficient.33More policy measures will be needed to increase 
the attractiveness of this medical specialism such as an increase of the 
number of available training settings 30 as well as the recalibration of the 
physician fees to ensure that the activities of geriatricians (e.g. assessment, 
consultation) are sufficiently rewarded.24  
Nurses with special expertise in geriatric care 
Since 2007, nurses with a special expertise in geriatric care (special 
education and experience, working in the geriatric field such as G-units) can 
receive a special titleh or competency in geriatric care which results in a 
yearly bonus.28 In 2010, the recognised number of nurses with a special title 
and competency in geriatric care was 668 and 628, respectively. According 
to the Belgian Nursing Minimum Dataset on the 1st of December 2010 there 
was an equivalent of 321 FTEs and 139 FTEs nurses with a special title and 
special competency in geriatric care employed in Belgian hospitals 
suggesting that many of these nurses work part-time or are employed 
outside the hospital setting.34 In 2013, the number of nurses with a special 
title (n= 1 960) or competency (n= 3 020) in geriatric care had already 
drastically grown.  
g  This is not an official norm. In the care program for geriatric patients there is 
no norm for the number of geriatricians per 24 beds.  
h  Bachelor-prepared nurses 
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Yet, it is unclear how many of these nurses (some of them work outside the 
hospital setting: since 2012 the recognition is enlarged from hospital nurses 
towards nurses working in nursing homes) at which employment rate (no 
figures about employment rate) work in the geriatric care programmes of 
acute hospitals35, 36  
The majority of nurses working in G-units or within the geriatric care 
programme do, however, not hold a special title or competency in geriatric 
care.11, 37 This is perceived as problematic by the interviewed healthcare 
professionals since they indicate that ‘geriatric care’ competencies are 
insufficiently available among nurses with a ‘general training’. This assertion 
is supported by an audit of Flemish nursing education programmes 
regarding ‘geriatric care’ pointing out large heterogeneity between nursing 
schools in terms of dedicated hours in the curriculum, clinical placements 
and available expertise.38 In this context, it should be noted that the system 
of ‘resource nurses in geriatric care’ on non-geriatric nursing units was 
abandoned with the revision of the care programme for geriatric patients in 
April 2014.10 Although, this function (a nurse of a general unit with special 
interest/training in geriatric care) aimed to increase the dissemination of 
geriatric expertise on non-geriatric units, the interviewed healthcare 
professionals acknowledged that this system failed due to a lack of 
dedicated resources as well as interest and expertise in geriatric care among 
the nurses working on non-geriatric units.  
3. INPATIENT GERIATRIC CONSULTATION 
TEAMS: CHALLENGES AHEAD 
Belgian acute geriatric nursing units fail to accommodate the increasing 
prevalence of older persons with a geriatric profile.The acute geriatric unit is 
still the organizational model considered to be the gold standard to 
implement the ‘CGA-approach’ but it is deemed unrealistic nowadays 
that all older patients with a geriatric profile can be treated on G-units 
in the foreseeable future, given the high number of patients with this profile 
present in non-geriatric units.6, 8, 9 There are indications that the current bed 
capacity already fails to meet the demand (e.g. more justified beds than 
accredited G-beds; less accredited than programmed G-beds). A problem 
that is not easy to solve in light of the shortage of geriatricians and nurses 
with expertise in geriatric care and the increasing prevalence of the target 
group of patients.  
Consequently, it will be required (in the future even more than today) that 
patients with a geriatric profile who are treated on general acute 
hospitalization units receive care in non-geriatric units according to 
the principles of the ‘CGA-concept’. Yet, the interviewed healthcare 
professionals doubt that the same standards of care can be reached outside 
a dedicated unit. Therefore, they consider alternative organisational models 
(compared to G-units) as suboptimal, not necessary solutions to the 
problem.  
3.1. The Belgian inpatient geriatric consultation teams do not 
rely on evidence about their effectiveness  
There is no evidence about the effectiveness of inpatient geriatric 
consultation teams in the literature. Furthermore the contextual evidence 
(e.g. composition of teams, use of case-finding methods, scope of practice) 
is limited as well. Only 24 different inpatient geriatric consultation teams (30 
publications) in 7 different countries spanning a timeframe of 30 years 
(1983-2012) could be identified during the scoping review of the peer 
reviewed literature. The majority of the studies were published before 1999 
and pre-dominantly conducted in the US and Canada. Recent studies mostly 
originated from Europe. Other models were described as well (see further in 
3.3).  
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From pilot projects towards strictly regulated teams 
Despite the limited evidence on its effectiveness Belgian healthcare 
professionals continue to support ‘inpatient geriatric consultation teams 
(IGCT)’ as a model to increase the geriatric expertise in the hospital care of 
‘older persons with a geriatric profile’ admitted on non-geriatric nursing units.  
The concept of ‘inpatient geriatric consultation teams’ was introduced in 
Belgium via pilot-projects and temporary funding (via B4 of the BFM-BMF) 
since 2007. In 2013 funding of inpatient geriatric consultation teams 
corresponded to a budget of € 16 884 208 for 92 hospitals. Each hospital 
received the same budget of about € 184 000 to finance a team of four FTE’s 
(nurse, occupational therapist, speech therapist, dietician, and psychologist) 
that is supported and supervised by a geriatrician.25 Since 1 January 2014, 
this project funding is structurally embedded in the hospital budget. Every 
acute hospital with a recognised geriatric department (in addition to general 
surgery and internal medicine departments) is funded to develop and 
implement an inpatient geriatric consultation team. The budget guarantees 
a minimum of 2 FTEs (1 FTE equals € 58 000) but is limited to a maximum 
of 6 FTEs. The number of FTEs depends on the number of inpatient hospital 
stays of patients of 75 years or older in non-geriatric units: minimum 2 FTE- 
maximum 6 FTE.26 As such, in 2014, some hospitals received a higher 
budget compared to the pilot funding while other hospitals received a lower 
budget.25  
This shift from pilot projects to structurally funded teams is regarded as a 
positive evolution by the interviewed healthcare professionals. 
Nevertheless, they also point out that the legislator is far more ambitious 
about the role of these teams than the payer is in allocating funds to it. This 
concerns both the compensations via the fee-for-service system (e.g. time 
of geriatricians to perform an assessment or to perform rounds on the 
nursing units insufficiently rewarded; or time of physiotherapists to assist to 
multidisciplinary IGCT meetings not rewarded; nomenclature for geriatric 
consultation teams not applicable to patients <75 years) as well as the 
limited budgets for the inpatient geriatric liaison teams. As such, hospitals 
make choices (and in contradiction with the legal obligations) to make the 
workload of these teams feasible (e.g. selection of nursing units on which 
these teams work, increasing the threshold of the screening instruments to 
consider the older patient as a geriatric patient).  
High face-validity: holistic approach and dissemination of geriatric 
expertise 
This investment in IGCT teams is in line with the recommendations 
published by several Belgian institutions and organisations (e.g. the Federal 
Public Service of Public Health (FOD/SPF), the National Council of Hospital 
Services (NRZV/CNEH) and the Belgian Association for Gerontology & 
Geriatrics (BVGG/SBGG)). The recommendations are mainly based on the 
fact that the prevalence of older persons with a geriatric profile is on the rise 
and that IGCT have high face validity for clinical practice. This high face 
validity was confirmed during the SWOT-analysis of the current study. The 
respondents stressed the importance of inpatient geriatric consultation 
teams to enable a multidisciplinary and holistic approach for geriatric 
patients as well as to disseminate the geriatric expertise and culture 
throughout the hospital and to orient patients towards the most appropriate 
units. They are, despite the absence of evidence, according to the 
interviewed healthcare professionals believed to decrease readmission 
rates and improve functional outcome of the older persons with a geriatric 
profile. Several of these strengths, such as the ‘holistic and multidisciplinary 
approach’,39 spreading of geriatric culture39 are in line with previously 
published reports. 
Inpatient geriatric consultation teams are internationally not a 
widespread concept 
Notwithstanding the fact that most Western countries face similar 
demographic challenges), the inpatient geriatric consultation team care 
model has no widespread use. Apart from Belgium, a widespread 
implementation was only found in France and the Netherlands. It should be 
noted that although the model (as many other geriatric care models) 
originated from the US, it has never been implemented on a large scale over 
there. The implementation in the US was hindered by a lack of research 
interest, lack of support of health administrators and logistics. Hospitals that 
implemented this model faced barriers such as financial rendability (no 
specific funding allocated to this model) and a shortage of geriatricians. In 
addition, it should be noted that the prevalence of older people is lower in 
the US than in most European countries. While in 2014 17.9% of the 
Belgians was 65 years or older, this exact same proportion of older people 
is estimated to be present by 2025 in the United States.40, 41 
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3.2. A heterogeneous care model with barriers for 
implementation 
The implementation of IGCTs in Belgian hospitals is highly heterogeneous, 
for instance with regard to case-finding and assessment methods and the 
hospital units targeted for intervention. The explanation seems to be that 
hospitals are forced to make operational choices since the demand for 
geriatric expertise clearly outweighs the supply of available financial and 
human resources (geriatricians and specialised nurses) in the whole 
geriatric care programme. Similar heterogeneity appeared in the 
international context (e.g. results of scoping review and international 
survey). 
In this section we first describe the heterogeneity in the application of the 
‘geriatric comprehensive care’ principles by the geriatric consultation teams 
(in Belgium and abroad). Next, we discuss the heterogeneity in the 
organisational aspects of geriatric consultation teams.  
3.2.1. Application of the geriatric comprehensive care approach 
Case-finding of older persons with a geriatric profile: various methods 
but which one should be used? 
Several screening tools to detect hospitalised older persons with a geriatric 
profile are reported in the literature, but none of these tools are fully 
satisfactory.42-45 Also Belgian research shows that all studied screening tools 
(i.e. ‘Triage Risk Screening tool’ or TRST; ‘Variable Indicative of Placement 
Risk’ or VIP; ‘Identification of Senior At Risk’ or ISAR) used at a sensitive 
cuttoff result in very low specificity (i.e. a high number of false positive cases) 
which hampers targeted interventions.46  
Despite the absence of a gold standard tool, the use of standardized 
screening tools may be useful to identify hospitalised patients with a geriatric 
profile and several elements can influence the choice for the screening tool 
such as the user-friendliness, the face validity, the purpose of screening 
(e.g. predict functional decline or nursing home admission).43 Nevertheless, 
the choice of the case finding method can have serious implications on the 
IGCT-functioning. It is important to find a good balance between sensitivity 
and specificity (e.g. too many false positive cases can unnecesary burden 
the workload of these teams), but none of the existing tools offer such a 
balance. 
The most frequently used screening tools in Belgian hospitals are the Triage 
Risk Screening Tool (TRST) and the Identification of Seniors At Risk 
(ISAR).47 Yet, several hospitals reported to use other thresholds than 
recommended by the scientific literature.47 Teams try to reduce the number 
of false-positive cases (and the workload that they generate) at the expense 
of a lower sensitivity (i.e. risk that more true cases with a geriatric profile are 
missed).47 Despite the (recent) legal obligation to screen all patients of ≥75 
years for a geriatric profile, an additional selection may precede the decision 
to screen (e.g. type of unit, clinical characteristics). 
Also internationally, there appears much heterogeneity in the case-finding 
method used. In some cases (e.g. surveyed Dutch hospitals) a systematic 
use of validated screening instruments could be identified. In other cases 
(e.g. surveyed French hospitals), the case finding method was limited to a 
set of self-defined parameters (e.g. Hip fracture patients older than 75 
years). The fact that Dutch hospitals report to use screening tools 
systematically may be explained by the fact that ‘screening older patients for 
a geriatric profile’ is one of the quality criteria that is evaluated in Dutch 
hospitals.  
High-risk patients: a positive screening does not always result in a visit 
by the inpatient geriatric consultation team 
Apart from patient selection, an appropriate intervention based on screening 
outcomes needs to be delineated.  
Only half of the French and Dutch responding IGCTs in the survey 
automatically initiated IGCT interventions, e.g. comprehensive geriatric 
assessment, after a positive screening potentially due to imbalances 
between capacity and workload. In contrast with these countries, a positive 
screening resulted automatically in a request of a geriatric consultation team 
in the majority of Belgian hospitals; however it is questionable if the number 
of patients with a positive screening is adequate, given the earlier presented 
prevalence numbers (see 1.1) and the fact that for only 6% of patients aged 
≥75 years an IGCT consultation was billed. Response time of these 
consultation teams was, in 2010, 1.5 days on average.47 Since the legal 
changes in April 2014, all patients that are positively flagged after an initial 
screening performed by the staff of the non-geriatric units, should be seen 
by the ‘inpatient geriatric consultation team’ (or the reason to not comply 
with this rule should be documented in the patient record).  
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Figures about the adherence to the legal obligation to screen all patients ≥75 
years who are hospitalised on non-geriatric units and to follow-up the 
positively screened cases by a visit of the ‘inpatient geriatric consultation 
team’ are missing and the opinion of the interviewed healthcare 
professionals diverged on the compliance with this legal obligation.  
They also reported that the quality of the screening, when done, is not 
always up to standard. Making the ‘screening results’ a mandatory field in 
the electronic patient record is only a partial solution as there is no warranty 
of quality. The interviewed healthcare professionals suggested that the 
quality of the screening could be improved by creating a culture that is ‘open 
for geriatric care’ on non-geriatric nursing units which requires continuous 
training as well as support by the hospital management. 
Assessment of older persons with a geriatric profile: not always as 
comprehensive as it should be 
CGA is a multidimensional process, indicating that the medical, functional, 
mental and social dimension of an old inpatient should be taken into account 
in the baseline IGCT assessment. Many identified peer-reviewed 
publications included statements on the performance of a comprehensive 
baseline assessment but only slightly over half of all identified IGCTs in the 
peer-reviewed literature addressed all four aforementioned dimensions. 
Moreover, most IGCTs only assessed a limited number of topics within each 
dimension. As such, this important aspect of the IGCT care process likely 
warrants substantial improvements in both daily clinical practice and future 
research regarding the IGCT care model. The results of our international 
survey (The Netherlands, France) were more positive, meaning that all 
domains and all of the items within each domain were assessed by most of 
the included IGCTs. Patient assessment within the Netherlands is supported 
by the ‘CGA guidelines for geriatric co-management. 
In Belgium, survey results appear to be more positive than the peer-
reviewed literature. In 2010, 87% of the Belgian hospitals with an ‘inpatient 
geriatric consultation team’ reported to use a structured geriatric 
assessment to evaluate high-risk patients. In most cases this was done on 
general acute nursing units only, not in the emergency department. Only in 
11% of the hospitals also the emergency departments were in the scope of 
practice of ‘inpatient geriatric consultation teams’.47 The role of IGCT on 
emergency departments should, according to the interviewed healthcare 
professionals, be further evaluated. They stress the importance to screen 
and assess older patients for a geriatric profile as early as possible (e.g. 
non-elective admissions on the emergency department, elective patients on 
pre-hospital consultations) in order to enable to start up the multidisciplinary 
care plan promptly and to direct the patient towards the most appropriate 
type of units (e.g. general unit or G-unit). In France, for instance, the 
implication of IGCTs on the emergency department is mandated by French 
law, which was adapted after the 2003 heatwave. This is in contrast to the 
Netherlands were IGCTs rarely intervene in the emergency care 
department. 
Adherence to recommendations: too low to have impact? 
A CGA-process should lead to the development of a coordinated and 
integrated plan for treatment, based on the results and discussion of 
baseline patient assessment. Within the IGCT care model, this is done 
through formulating recommendations regarding the care for the consulted 
patient. In accordance with previous overview studies,12, 19 the scoping 
review showed that the adherence rates to IGCT recommendations varied 
widely and that this lack of adherence was a main operational problem 
across IGCTs.  
This is also a known problem in the Belgian context with the majority of 
surveyed teams reporting problems with adherence rates.47 The non-
adherence to recommendations was also identified as a major weakness 
during the SWOT-analysis. The fact that IGCT teams have a solely advisory 
role is seen as an important reason of non-adherence to the 
recommendations made by IGCT.25, 39 Other reasons are, for instance, the 
lack of follow-up of recommendations by IGCT,39 the lack of openness for 
‘geriatric care’ among medical specialists and the lack of time to implement 
the recommendations during the hospitalization (because of the shorter 
length-of-stay).   
This finding is in contrast with the international survey results in which almost 
all included IGCTs rated the overall adherence ‘good’, as subjectively 
perceived by the IGCT. However, this sample targeted best-practice 
hospitals and therefore can considered to be biased. In the Netherlands, for 
example, only hospitals with a good performance (scoring at least 75% for 
the item ‘geriatric expert team’ in the Senior Friendly Hospital Quality Label) 
were included in the sample. In addition, there could have been a tendency 
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of positive self-evaluations. This notion is confirmed by the French grey 
literature were a low adherence to IGCT recommendations was observed. 
Non-adherence has been identified as an important factor contributing to the 
lack of effectiveness of IGCTS interventions on outcomes such as 
(unplanned) hospital readmission and functional status.19  
The adherence is often hampered by a variety of barriers at the provider-
level (e.g. attitudes of the staff working on general units), at hospital-, and 
healthcare system-level (e.g. support from hospital management, financing, 
staffing levels and education). As a consequence, there is a need to further 
map and subsequently address these barriers in clinical practice. For 
example, almost all Dutch surveyed hospitals reported taking actions to 
improve adherence to IGCT recommendations, such as education sessions 
and coaching of the care teams. Also, a hybrid role of IGCTs (e.g. allowing 
teams to directly order or implement part of their recommendations in patient 
care) has been proposed as a possible solution.19 Yet, the latter model 
would increase the workload of the already burdened IGCT teams.  
Problems regarding adherence were most often mentioned in studies on 
IGCTs with a solely advisory role. Therefore the impact of a role adjustment 
of the ‘inpatient geriatric consultation teams’ should be further explored. The 
semi-structured interviews with US experts reveal, for instance, an 
increasing interest in the co-management model in order to combat non-
adherence to recommendations. 
Follow-up of recommendations during and after the hospitalisation 
period is too limited 
A CGA-process includes the development of a coordinated and integrated 
plan for long-term follow-up. However, interviewed healthcare professionals 
reported many problems with the provision of in-hospital patient follow-up 
but even more with the collaboration with the primary care setting. Since 
April 2014, it is compulsory to submit the recommendations of the IGCT to 
the GP. Yet, the implementation in clinical practice is not yet (or far from 
being) realized. One of the barriers, according to the interviewed healthcare 
professionals, is the resistance of the hospital physicians to include these 
recommendations in the discharge letter for the general practitioner. Some 
even state that this resistance is induced by the fact that this would not only 
make these recommendations visible to the GP but also the non-adherence 
of the treating team to these recommendations. In any case, the KCE-
position paper on chronic care4 insisted on the need for more efforts to 
ensure a smooth transition of patients between the primary care setting and 
the hospital setting (e.g. payment models that stimulate collaboration, 
uniform electronic patient record accessible for all relevant care providers, 
training multidisciplinary skills of care providers). 
In the French surveyed hospitals almost all IGCTs communicated both 
assessment and recommendations to the primary care setting. Despite the 
Dutch guideline detailing the importance of transitional care, only half of the 
surveyed hospitals communicated IGCT-recommendations with primary 
care professionals.  
3.2.2. Organisational aspects 
Is the supply sufficient to meet the demand? 
During the implementation phase of the Belgian pilot-projects ‘geriatric 
consultation teams’ included on average 4.3 FTE’s (range: 1.9 – 10.1 
FTE’s). This means that some hospitals funded the IGCT by other resources 
than the funds provided for the pilot projects (i.e. restricted to 4 FTE per 
hospital). This was also confirmed during the SWOT-analysis. Hospital 
managers indicated to invest resources from the general hospital budget in 
these teams because of their acknowledged contribution to high-quality 
patient care. Nevertheless, also the opposite was reported when IGCT-
budgets were used for other purposes (e.g. to increase the number of nurses 
on the G-units or to hire a psychologist without involving him/her in the 
IGCT).  
Interviewed healthcare professionals stated that the demand for geriatric 
expertise clearly outweighs the supply of available resources (as well as the 
budgets allocated to IGCT). Furthermore, the shortage of geriatricians as 
well as (nursing) staff with a specific expertise in geriatric care were 
identified as major barriers for succesfull implementation. The increasing 
number of older persons is expected to sharpen this imbalance between the 
demand and supply side in the near future. On the other hand, the 
interviewed healthcare professionals believe that it will also make these 
teams indispensable. Yet exact figures about the demand and supply of 
IGCT services are missing (e.g. number of patients flagged as being at high-
risk, number of assessments carried out by the IGCT teams). The only 
available figures are estimated workloads of the IGCT-teams during the 
implementation of the pilot projects. The median workload per team per year 
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was estimated on 591 consults (Q1=251; Q3=804) and 423 patients with 
recommendations (Q1=230; Q3=633).47 In addition, the proportion of 
patients aged ≥75 years admitted on non-geriatric units for which a 
nomenclature-code is billed in the context of the inpatient geriatric 
consultation team (i.e. 6% in 2011, with large variability between hospitals) 
is far lower than what is expected based on the in the literature reported 
prevalence rates6, 8, 43 6, 8, 9 of patients with a geriatric care profile hospitalised 
on non-geriatric units (e.g. impaired Instrumental Activities of Daily Living, 
polypharmacy, mobility difficulties, perceived burden on caregivers, 
malnutrition and ADL impairments was simultaniously present in 13% of the 
patients aged ≥75 years admitted on non-geriatric units).8  
Team composition varies but nurses and geriatricians are the 
cornerstone of most teams  
The clinical leadership of most teams is situated with the nurses and 
geriatricians. Nurses and occupational therapists were core members in 
more than 90% of the Belgian teams during the pilot project phase.47 The 
geriatrician, dietician, psychologist and speech & language therapist were 
additional core members in more than half of the teams. Social workers, 
physiotherapists and psychiatrists were more likely to be available on call.47  
The involvement of physiotherapists in multidisciplinary team meetings were 
in particular a problem as they are often self-employed. Some hospitals do 
pay on their own budgets (e.g. physiotherapists receive a compensation for 
their time spent on multidisciplinary collaboration that equals the 
compensation that they would receive under the fee-for-service system for 
that time) to avoid this barrier. Problems to involve geriatricians in these 
meetings were also reported in Belgium as is the case in France and the 
Netherlands. Their high workload has as a consequence that they focus on 
their work in the acute geriatric units. This is also evidenced by the low 
number of multidisciplinary meetings organised for patients who stay in non-
geriatric units’. Still the interviewed healthcare professionals indicated that 
the presence of IGCT team members during meetings of non geriatric units 
has a clear added value (e.g. increasing geriatric expertise, visibility of IGCT 
teams, adherence recommendations, more targeted demands). Yet, the 
shortening length-of-stay on general units decrease the practical feasibility 
of the presence of IGCT team members on such meetings.  
The ICGTcomposition was heterogeneous in the international literature and 
in the surveyed countries (e.g. team size, disciplines involved). However, in 
Belgium as well as in all studied countries, nurses and geriatricians were 
IGCT core members . Furthermore, the IGCTs appeared to be strongly 
driven by nurses, in many cases also being experts in geriatrics both in terms 
of field experience and level of education. Based on the peer-reviewed 
literature, the majority of IGCT nurses in the US was educated at the Master 
level and functioned as an advance practice nurse (APN) (e.g. clinical nurse 
specialist in gerontology/geriatrics, geriatric nurse specialist practitioner). 
Although the legal and financial framework for this role is missing, a limited 
number of Belgian hospitals is currently experimenting with the advanced 
practice nursing role.48 
Call for knowledge exchange  
The implementation of IGCT in Belgian hospitals was initially, during the first 
batch of pilot-projects (2007), supported by a consortium of academic teams 
funded by the FOD/SPF. Via a bottom-up approach a task and function 
description for IGCT was developed. This document served as a useful 
starting point for other hospitals that stepped into the pilot-projects. The 
approach included an intensive process with information exchange about 
and reflections on daily practice (organised per geographic region). This 
resulted in the emergence of a broad consensus about the task description 
and function of IGCT and, thus, a broad support from the field.49 This 
interactive knowledge sharing approach was much appreciated by the 
participating hospitals. However, without a continued support of the public 
authorities these efforts diluted over time.  
Today, not taking into account the voluntary undertaken initiatives between 
some hospitals50, the interviewed healthcare professionals identified, the 
absence of a formal ‘common knowledge sharing platform’ as a major 
shortcoming since hospitals fail to share experiences and learn from 
innovative practices elsewhere. Indeed, there are, despite the prescriptive 
legislation (and failure of hospitals to implement these rules), different 
pockets of innovations that emerge bottom-up (e.g. case-finding on pre-
hospital consultations for elective patients, integration of IGCT 
recommendations in the discharge letter via the electronic patient record). 
Yet, they are not sufficiently picked up by other hospitals since there are no 
knowledge sharing platforms. The past experiences made clear that central 
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support by the public authorities is required to foster sustainable knowledge 
exchange between hospitals. Several examples of such ‘community of 
practices’ exist in healthcare (also for the older persons) at the level of the 
federal and federated authorities.51, 52 
3.3. Alternative care models emerge 
The lack of evidence about the implementation of IGCT care models calls 
for the development of other innovative models to provide appropriate in-
hospital care of high quality for older adults on non-geriatric units. Examples 
that emerge in the literature are co-management (i.e. shared decision 
making between geriatrician and other physician about patients admitted on 
non-geriatric nursing units), workforce innovations and organizational 
models that transcend the boundaries of the ‘classic hospital’.  
Consultation or shared decision making? 
Within the current international context, a shift towards co-management 
models has been observed in the Netherlands and US. This co-
management model described in Dutch guidelines by the NVKG53 closely 
resembles the IGCT model implemented in Belgium but goes beyond the 
solely advisory role. The interest in these shared decision making models 
was induced by the lack of clinical effectiveness for the consultation model. 
The semi-structured interviews in the USA point to the potential benefits of 
a pro-active implementation of geriatric care focusing on specific geriatric 
problems working complementary to acute medical care compared to a 
solely advisory role. Yet, as described above, the evidence21, 22 about co-
management care models for geriatric patients is still too pre-mature to be 
conclusive about its effectiveness. What’s more these co-management 
models will also be confronted with the shortage of geriatricians (and the by 
the interviewed healthcare professionals reported shortage of geriatric 
nurses) as a main barrier for widespread implementation. As such, even if 
evidence for its effectiveness would come available in the near future, this 
will not be enough to ensure that older patients on non-geriatric units will 
receive care with sufficient input of caregivers with geriatric expertise.  
Models outside the hospital boundaries 
During the research on international best-practices a trend on care models 
encompassing the boundaries of the hospital was observed. In France, 
for instance, the ICGT teams are not restricted to the hospital context as 
they can also deliver outreaching care within the communities (political 
decision after 2003 heatwave). In addition, the semi-structured interviews 
with US-based experts also showed that, in the US, models such as 
‘hospital-at-home’ gain importance. However, many more models (e.g. care 
hotels, tele-health, telephonic consultations, community hospitals, 
transitional facilities, convalescence units, discharge programs) exist.54-56 It 
is expected that these developments in alternative care models will gain 
importance in Belgium as well. The caregivers of inpatient geriatric 
consultation teams pointed out that by the decreasing length-of-stay in 
hospitals the timeframe of a hospital episode is no longer sufficient for a 
comprehensive intervention. In addition, according to participants in a 
Belgian project on geriatric oncological care the geriatric screening and 
assessment already takes place at home, at consultation or in day 
hospitalization settings, what can be useful in patients with illness-
trajectories requiring mainly ambulatory treatment.57 
Workforce innovations 
The lack of expertise in geriatric care among medical specialists without 
specific training in geriatric care was identified as one of the major threats 
to deliver high-quality hospital care for vulnerable older persons in the future. 
Yet, it seems unrealistic that the current Belgian policy measures aiming to 
increase the number of ‘geriatricians’ will be sufficient to solve this problem. 
Therefore, it is worthwhile to study the workforce innovations that take place 
in other countries that face similar problems. The analysis of the 
international examples showed that, especially in the US, the nurses of the 
geriatric consultation teams are prepared at the master-level and often have 
an ‘advanced nursing practice’ role. A recent review on ‘specialised nurses 
for patients with dementia in acute hospitals’ illustrated that this ‘advanced 
nursing practice role’ can be part of, but should not be limited to the IGCT 
care model.58 With the increasing number of graduating master-prepared 
nurses in Belgium,59 it might be worthwhile to put this workforce innovation 
back on the policy agenda. After all, previous work illustrated that there is 
room for improvement on this front in Belgian hospitals.48 Given the 6th State 
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reform (i.e. the transfer of the competency to ‘accredit new professional 
titles’ to the federated entities) this will require close collaboration between 
the federal and federated entities.  
3.4.  Evaluation of quality of geriatric care still in its infancy  
A thorough evaluation of the quality of provided care plays an imperative 
role in current clinical practice, aiming at continuous improvements in care 
provision.60 Despite its importance, the evaluation of the quality of IGCT care 
has to date received little attention in the international literature. This is in 
line with the findings of the current KCE report, as almost no IGCTs provided 
data on this topic (e.g. processes applied to evaluate provided care, 
domains of care that should be included in quality evaluations), neither 
through the literature review nor the survey method . Hence, the advices to 
use quality indicators to evaluate IGCT care models included in the grey 
literature for both France and the Netherlands do not seem to be widely 
implemented in the practice setting. Since the ambition should be to deliver 
high quality of care to all (geriatric) patients regardless the hospital unit on 
which they are treated, further investments in this area are of primary 
importance. Thereby, several ongoing initiatives for quality assessment and 
improvement of care for hospitalized geriatric patients should be taken into 
account. In the Netherlands an accreditation program with a specific focus 
for the quality of care for ‘vulnerable older persons in acute hospitals’ exist 
(e.g. the ‘Senior Friendly Hospitals-project’). The Senior Friendly Hospital 
evaluation criteria include the systematic screening of older patients for a 
geriatric profile as well as the availability of an inpatient geriatric consultation 
team on a 24/7 basis.61 Also in Belgium the concept of ‘Senior Friendly 
hospitals’ was recently launched by the King Baudouin Foundation 62 In 
Flanders, the quality audits of the public authorities also foresee the 
evaluation of the ‘screening of older patients for a geriatric profiley’ on 
general surgical and internal medicine nursing units. Furthermore, many 
Belgian hospitals are in the process of obtaining a hospital-wide 
accreditation. Yet, these programs (e.g. Joint Commission International 
(JCI); or ‘Nederlands Instituut voor Accreditatie in de Zorg’ (NIAZ, part of the 
international NIAZ-Qmentum programme) have no specific focus on 
geriatric care.24 
In addition, a bulk of international studies and reports exist on the 
development of indicators to evaluate the quality of care for hospitalized 
geriatric patients. In part, these indicators are also relevant to evaluate the 
care for geriatric patients treated on non-G nursing units as delivered 
through the IGCT model. Moreover, several initiatives for the evaluation of 
healthcare quality are ongoing (e.g. Flemish Quality Indicators Projects). It 
is recommended to integrate a set of indicators with the specific aim to 
monitor the quality of hospital care for older patients with a geriatric profile 
in these current initiatives. 24, 63 
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4. CONCLUDING REMARKS 
Acute geriatric units remain the gold standard inpatient organisational model 
to provide ‘comprehensive geriatric care’ to older persons with a geriatric 
profile. However, with the substantial share of older patients admitted on 
hospital acute general units, there is also a clear need to invest in models 
that aim to ensure that patients with a geriatric care profile are treated 
according to the CGA-principles, a challenge that will continue to grow given 
the ageing population. Yet, there is no one ‘gold standard’ organisational 
model for successfully providing care according these principles for 
geriatric patients admitted outside acute geriatric units emerging from 
the literature. Furthermore given the shortage of geriatric beds, geriatricians 
and nurses with a specific geriatric expertise, it is currently not feasible to 
admit all these patients on acute geriatric units.  
Belgium invested in the implementation of ‘inpatient geriatric 
consultation teams’ (IGCT) resulting in a prescriptive legislation and 
dedicated (but by many perceived as too limited) funding which is 
structurally embedded in the hospital budget. Still the high face validity is not 
backed up by scientific evidence, this model is not widespread in other 
countries (apart from France and the Netherlands) and several alternative 
models (e.g. co-management, advanced practice nurses in geriatric care 
working on non-geriatric units) could be envisaged as well.  
Despite the rather prescriptive legislation the ‘inpatient geriatric 
consultation teams’ are implemented in various ways potentially 
reflecting different priorities across hospitals. Healthcare professionals 
stressed the need to be able to adapt this model to the local context. What’s 
more, they stressed that the contextual changes (e.g. shortening length-of-
stay, increasing prevalence of patients with multiple chronic conditions) will 
challenge organizational models that are exclusively hospital-oriented.  
The interviewed healthcare professionals identified the absence of a formal 
‘common knowledge sharing platform’ as a major shortcoming. They 
pointed out that such a community of practice existed at the start64 and was 
much appreciated. However, without a continued support of the public 
authorities these efforts diluted over time and only some (rather small scale) 
voluntary initiatives remained. The need for experimentation with alternative 
care models without knowing in advance which models works best stresses 
the importance of the re-installment of such a community of practice that is 
supported by the public authorities and accompanied by academic support 
to evaluate the initiatives on the field. 
In addition to the investment in organizational models that aim to increase 
geriatric expertise on non-geriatric units, several other policy measures can 
be taken. A first example is increasing the geriatric expertise of all healthcare 
providers by providing more room for geriatric education in the basic 
curricula in medicine, nursing and other health-related programs. A second 
example is to increase the attractiveness of the geriatric disciplines in 
nursing and medicine. An important element in increasing the attractiveness 
of the geriatric medical discipline is to start with a recalibration of the tariff 
catalogue (‘nomenclature’) for physicians to ensure an income equilibrium 
between the different medical disciplines. Also, investments in new training 
places are needed when an increase in the number of geriatricians is 
envisaged. Ultimately, the quality of hospital care should be independent 
from the type of unit (general unit versus geriatric unit). Therefore it is 
important to ensure that quality assurance procedures are put in place by 
integrating a ‘geriatric focus’ in hospital-wide quality audits (or 
accreditation programs) and by including indicators that enable the 
evaluation of care to older patients with a geriatric profile in existing quality 
indicator initiatives.  
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■ RECOMMENDATIONSi 
 
Acute geriatric units remain the gold standard organisational model for older inpatients with 
a geriatric profile. However, investments (within Belgian hospitals) in geriatric expertise 
outside the acute geriatric units are needed to ensure that all patients with a geriatric care 
profile receive care according to the ‘comprehensive geriatric care (CGA)’ principles. Yet, the 
current body of evidence does not allow to put forward neither the internal liaison model nor 
any other geriatric care model. Therefore, the KCE recommends: 
To the Minister of Social Affairs and Public Health  
• To take policy-measures with a long-term-perspective, including: 
o To revise the capacity of geriatric units in Belgian hospitals in the context of a larger 
reform of the Belgian hospital landscape. 
o To increase the attractiveness of the geriatric specialisation for physicians. This 
requires, a.o. measures, a recalibration of the tariff catalogue (‘nomenclature’) to 
ensure an income equilibrium between the different medical disciplines. 
o To study feasibility of and conditions for the creation of advanced practice nurses in 
geriatric care in order to enable a task shift between geriatricians and nurses prepared 
at the Master’s level.  
• To continue the investments in the geriatric care programme including the resources 
made available to hospitals to disseminate the geriatric expertise on non-geriatric units. 
However, to adapt this policy on the short-term: 
o To allow flexibility to hospitals in allocating these resources to experiment with 
innovative care models that are adapted to the local context. The testing of co-
management models (i.e. shared decision making between geriatrician and other 
physicians about patients admitted on non-geriatric nursing units) should be 
considered in this context. The implementation of these experiments should be linked 
with a design of their evaluation. Also models focusing on the alignment of the internal 
and external liaison function and with a stronger focus on ambulatory patients should 
increasingly gain attention.  
o To install a knowledge platform to share best-practices across hospitals. This will 
require a continuous investment in a dedicated expert team that is responsible for 
knowledge sharing in order to disseminate best practices between hospitals. This 
knowledge exchange process can be further developed by the dedicated centrally 
                                                     
i  The KCE has sole responsibility for the recommendations. 
 KCE Report 245Cs Inpatient geriatric consultation teams 19 
 
organised expert team (e.g. site visits by peers). This initiative could be funded by a 
very small part of the resources that are currently invested in inpatient geriatric 
consultation teams.  
o To allow geriatricians to bill the nomenclature-codes regarding internal geriatric 
consultation team (IGCT) consultation and multidisciplinary team meetings (i.e. 
599045 & 597623) for patients aged 75 or younger if they fulfill the criteria of a geriatric 
profile as specified in the care programme for geriatric patients. 
• To make geriatric specialisation for nurses a special point of attention in the existing 
federal planthat aims to improve the attractiveness of the nursing profession without 
losing sight of the general attractiveness of the nursing profession at large. 
To the Federated entities: 
• To integrate (or develop) indicators that allow to evaluate the quality of care for 
(hospitalised) geriatric patients in both general and geriatric units. This should be done in 
collaboration with the the College of Physicians for Geriatrics.  
• To design a ‘geriatric training (i.e. courses and clinical placements) component’ in basic 
curricula of physicians, nurses and allied health professionals. 
• To ensure that ‘quality of geriatric care’ is a specific focus in hospital-wide quality audits 
(e.g. specific focus in the hospital-wide accreditation programs).  
To the schools of medicine, nursing and allied health professionals: 
• To integrate compulsory basic geriatric care training (i.e. courses and clinical placements) 
in all curricula. 
To the hospitals: 
To adopt a culture where all health professionals are sensitive for ‘geriatric care’ (e.g. 
knowledge sharing, multidisciplinary meetings). This will require sustained efforts and 
support from the hospital administrators. 
 
  
 20 Inpatient geriatric consultation teams KCE Report 245Cs 
 
■ REFERENCES 
 
 
 
1. EUROSTAT. Population projections [Web page].2011 [cited 
10/10/2014]. Available from: 
http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Popu
lation_projections 
2. FOD economie KMO middenstand en energie. Bevolking - 
Bevolking op 1 januari en per leeftijd 2014-2061. In; 2014. 
3. Van Der Heyden J, Charafeddine R. Gezondheidsenquete 2013, 
rapport 1: gezondheid en welzijn. Brussels: WIV; 2014. Available 
from: https://his.wiv-
isp.be/nl/Gedeelde%20%20documenten/SH_NL_2013.pdf 
4. Paulus D, Van den Heede K, Mertens R. Organisation of care for 
chronic patients in Belgium : development of a position paper. 
Health Services Research (HSR). Brussels: Belgian Health Care 
Knowledge Centre (KCE); 2012. KCE Reports 190C 
(D/2012/10.273/81) Available from: 
https://kce.fgov.be/sites/default/files/page_documents/KCE_190C_o
rganisation_care_chronic_patients.pdf 
5. Pacolet J, Deliège D, Artoisenet C, Cattaert G, Coudron V, Leroy X, 
et al. Vergrijzing, gezondheidszorg en ouderzorg in België. In: FOD 
Sociale Zekerheid; 2005. 
6. Deschodt M, Wellens NI, Braes T, De Vuyst A, Boonen S, Flamaing 
J, et al. Prediction of functional decline in older hospitalized patients: 
a comparative multicenter study of three screening tools. Aging Clin 
Exp Res. 2011;23(5-6):421-6. 
7. Buurman BM, Hoogerduijn JG, de Haan RJ, Abu-Hanna A, Lagaay 
AM, Verhaar HJ, et al. Geriatric conditions in acutely hospitalized 
older patients: prevalence and one-year survival and functional 
decline. PLoS One. 2011;6(11):e26951. 
8. Oo MT, Tencheva A, Khalid N, Chan YP, Ho SF. Assessing frailty in 
the acute medical admission of elderly patients. J R Coll Physicians 
Edinb. 2013;43(4):301-8. 
9. Koninklijk Besluit 29 januari 2007 houdende vaststelling eensdeels, 
van de normen waaraan het zorgprogramma voor de geriatrische 
patiënt moet voldoen om te worden erkend en, anderdeels, van 
bijzondere aanvullende normen voor de erkenning van ziekenhuizen 
 KCE Report 245Cs Inpatient geriatric consultation teams 21 
 
en ziekenhuisdiensten (tekstbijwerking 18-04-2014), B.S. 18 april 
2014.  
10. Deschodt M. Multidisciplinary geriatric consultation teams in acute 
hospitals: organisational aspects and outcomes [Doctoral Thesis in 
Biomedical Sciences]. Leuven: KULeuven; 2013.  
11. Ellis G, Whitehead MA, Robinson D, O'Neill D, Langhorne P. 
Comprehensive geriatric assessment for older adults admitted to 
hospital: meta-analysis of randomised controlled trials. Bmj. 
2011;343:d6553. 
12. Winograd CH. Targeting strategies: an overview of criteria and 
outcomes. J Am Geriatr Soc. 1991;39(9 Pt 2):25S-35S. 
13. Ellis G, Whitehead MA, O'Neill D, Langhorne P, Robinson D. 
Comprehensive geriatric assessment for older adults admitted to 
hospital. Cochrane Database Syst Rev. 2011(7):Cd006211. 
14. Fox MT, Persaud M, Maimets I, O'Brien K, Brooks D, Tregunno D, et 
al. Effectiveness of acute geriatric unit care using acute care for 
elders components: a systematic review and meta-analysis. J Am 
Geriatr Soc. 2012;60(12):2237-45. 
15. Baztan JJ, Suarez-Garcia FM, Lopez-Arrieta J, Rodriguez-Manas L, 
Rodriguez-Artalejo F. Effectiveness of acute geriatric units on 
functional decline, living at home, and case fatality among older 
patients admitted to hospital for acute medical disorders: meta-
analysis. BMJ. 2009;338:b50. 
16. Van Craen K, Braes T, Wellens N, Denhaerynck K, Flamaing J, 
Moons P, et al. The effectiveness of inpatient geriatric evaluation 
and management units: a systematic review and meta-analysis. J 
Am Geriatr Soc. 2010;58(1):83-92. 
17. Deschodt M, Flamaing J, Haentjens P, Boonen S, Milisen K. Impact 
of geriatric consultation teams on clinical outcome in acute hospitals: 
a systematic review and meta-analysis. BMC Med. 2013;11:48. 
18. Kammerlander C, Roth T, Friedman SM, Suhm N, Luger TJ, 
Kammerlander-Knauer U, et al. Ortho-geriatric service--a literature 
review comparing different models. Osteoporos Int. 2010;21(Suppl 
4):S637-46. 
19. Grigoryan KV, Javedan H, Rudolph JL. Orthogeriatric care models 
and outcomes in hip fracture patients: a systematic review and 
meta-analysis. J Orthop Trauma. 2014;28(3):e49-55. 
20. Buecking B, Timmesfeld N, Riem S, Bliemel C, Hartwig E, Friess T, 
et al. Early orthogeriatric treatment of trauma in the elderly: a 
systematic review and metaanalysis. Dtsch Arztebl Int. 
2013;110(15):255-62. 
21. 23 OKTOBER 1964. - Koninklijk besluit tot bepaling van de normen 
die door de ziekenhuizen en hun diensten moeten worden 
nageleefd. , B.S. 8 augustus 2014.  
22. Van de Voorde C, Van den Heede K, Mertens R, Annemans L, 
Busse R, Callens S, et al. Conceptual framework for the reform of 
the Belgian hospital payment system. Health Services Research 
(HSR). Brussels: Belgian Health Care Knowledge Centre (KCE); 
2014 26/09/2014. KCE Reports 229 Available from: 
https://kce.fgov.be/sites/default/files/page_documents/KCE_229_Ho
spital%20Financing_Report.pdf 
23. Advies betreffende het zorgprogramma voor de geriatrische patiënt, 
2013.  
24. Onkelinx L. Budget van financiële middelen (BFM) op 1 januari en 1 
juli 2014. Wijziging van het koninklijk besluit van 25 april 2002 
betreffende de vaststelling en de vereffening van het budget van 
financiële middelen van de ziekenhuizen. Brussel: Federale 
Overheidsdienst, Volksgezondheid,, Veiligheid van de Voedselketen 
en Leefmilieu, Directoraat-generaal Gezondheidszorg, Dienst 
Financiering van de ziekenhuizen; 2014.  
25. 29 JULI 2005. - Ministerieel besluit tot vaststelling van de bijzondere 
criteria voor de erkenning van geneesheren-specialisten, 
stagemeesters en stagediensten in de geriatrie, 2005.  
26. 19 APRIL 2007. — Ministerieel besluit tot vaststelling van de criteria 
voor erkenning waarbij de beoefenaars van de verpleegkunde 
gemachtigd worden de bijzondere beroepstitel te dragen van 
verpleegkundige gespecialiseerd in geriatrie, B.S. 8 juni 2007.  
27. Het Federaal overleg platform voor het zorgprogramma voor de 
geriatrische patiënt. Het Groenboek: Aanbevelingennota betreffende 
het Zorgprogramma voor de Geriatrische Patiënt. In; 2010. 
 22 Inpatient geriatric consultation teams KCE Report 245Cs 
 
28. Advies inzake de planning van het medisch aanbod (KB van 12 juni 
2008): de artsen-specialisten in de geriatrie, 2009.  
29. Federale Overheidsdienst Volksgezondheid VvdVeL. Jaarverslag 
2013 van de planningscommissie medisch aanbod: Opvolging van 
de planning van het medisch aanbod in België. 2014.  
30. Zorgnet Vlaanderen. Het tekort aan sommige ziekenhuisspecialisten 
- Een analyse en denkpistes voor oplossingen Brussel: Zorgnet 
Vlaanderen; 2011. Available from: 
http://www.zorgnetvlaanderen.be/publicatie/Pages/Notahettekortaan
sommige.aspx 
31. BVGG. Nota van de Belgische Vereniging voor Gerontologie en 
Geriatrie: Task Force Kiezen voor Geriatrie. In; 2014. 
32. Federale Overheidsdienst Volksgezondheid VvdVeL. Nationale 
Feedback van de MZG personeelsgegevens 2010. 2013.  
33. Federale Overheidsdienst Volksgezondheid VvdVeL. 
Jaarstatistieken met betrekking tot beoefenaars van 
gezondheidszorgberoepen in België. Brussel: 2014.  
34. Federale Overheidsdienst Volksgezondheid VvdVeL. 
Jaarstatistieken van de beoefenaars van gezondheidszorgberoepen 
in België, 2011. 2012.  
35. !!! INVALID CITATION !!! This is perceived as problematic by the 
interviewed stakeholder since they indicate that ‘geriatric care’ 
competencies are insufficiently availaible among nurses with a 
‘general training’. This assertion is supported by an audit of Flemish 
nursing education programmes regarding ‘geriatric care’ pointing out 
large heterogeneity between nursing schools in terms of dedicated 
hours in the curriculum`, clinical placements and available expertise. 
36. Deschodt M, de Casterle BD, Milisen K. Gerontological care in 
nursing education programmes. J Adv Nurs. 2010;66(1):139-48. 
37. Braes T, Flamaing J, Pelemans W, Milisen K. Geriatrics on the run: 
rationale, implementation, and preliminary findings of a Belgian 
internal liaison team. Acta Clin Belg. 2009;64(5):384-92. 
38. FOD economie KMO middenstand en energie. Bevolking - 
Bevolking op 1 januari en per leeftijd 2014-2061. In; 2014. 
39. Shrestha LB, Heisler EJ. The Changing Demographic Profile of the 
United States. In: service Cr, editor.; 2011. 
40. Closon M-C, Gobert M, Pepersack T, Falez F, Baeyens J-P, Kohn L, 
et al. Financing of the care program for geriatric patients in classic 
hospital. Health Services Research (HSR). Brussels: Belgian Health 
Care Knowledge Centre (KCE); 2008 22/01/2008. KCE Reports 73 
Available from: https://kce.fgov.be/publication/report/financing-of-
the-care-program-for-geriatric-patients-in-classic-hospital  
41. De Saint-Hubert M, Schoevaerdts D, Cornette P, D'Hoore W, Boland 
B, Swine C. Predicting functional adverse outcomes in hospitalized 
older patients: a systematic review of screening tools. J Nutr Health 
Aging. 2010;14(5):394-9. 
42. Hoogerduijn JG, Buurman BM, Korevaar JC, Grobbee DE, de Rooij 
SE, Schuurmans MJ. The prediction of functional decline in older 
hospitalised patients. Age Ageing. 2012;41(3):381-7. 
43. Braes T, Flamaing J, Sterckx W, Lipkens P, Sabbe M, de Rooij SE, 
et al. Predicting the risk of functional decline in older patients 
admitted to the hospital: a comparison of three screening 
instruments. Age Ageing. 2009;38(5):600-3. 
44. Deschodt M, Flamaing J, Rock G, Boland B, Boonen S, Milisen K. 
Implementation of inpatient geriatric consultation teams and geriatric 
resource nurses in acute hospitals: a national survey study. Int J 
Nurs Stud. 2012;49(7):842-9. 
45. Berckmans G, Alvarez Irusta L, Bouzegta N, Defloor T, Peeters G, 
Stordeur S, et al. Differentiated practice in nursing: opportunities and 
limits. Health Services Research (HSR). Brussels: Belgian Health 
Care Knowledge Centre (KCE); 2008 15/09/2008. KCE Reports 86 
Available from: https://kce.fgov.be/publication/report/differentiated-
practice-in-nursing-opportunities-and-limits  
46. Milisen K, Flamaing J, De Vuyst A, Huyghe E, Braes T, Wellens N, 
et al. Wetenschappelijk onderzoek inzake de liaisonfunctie in het 
kader van het zorgprogramma voor de geriatrische patiënt. Brussel: 
Federale Overheidsdienst Volksgezondheid, Veiligheid van de 
Voedselketen en Leefmilieu; 2008.  
 KCE Report 245Cs Inpatient geriatric consultation teams 23 
 
47. Huysmans LW, M.; De Cuyper, K. Uitnodiging startvergadering 
reflectiegroep voor geriatrische liaisonteams (15 januari 2015). In; 
2014. 
48. Zorgproeftuinen [Web page].2014 [cited 24/12/2014]. Available from: 
http://www.zorgproeftuinen.be/nl 
49. RIZIV. Vernieuwing via alternatieve zorgvormen voor ouderen [Web 
page].2014 [cited 24/12/2014]. Available from: 
http://www.riziv.fgov.be/nl/themas/zorgkwaliteit/ouderenzorg/alternat
ieven-ouderen/Paginas/default.aspx 
50. Geriatrie NVvK. Richtlijn Comprehensive Geriatric Assessment bij 
consult en medebehandeling - Addendum behorende bij de richtlijn 
CGA. In; 2013. p. 120. 
51. Pearson M, H. Hunt, C. Cooper, S. Shepperd, R. Pawson and R. 
Anderson . Intermediate care: a realist review and conceptual 
framework. Exeter, UK: National Institute for Health; 2013. NIHR 
Service Delivery and Organisation Programme  
52. Ettelt S, Nolte E, Mays N, Thomson S, McKee M, Network IHC. 
Health care outside hospital: Accessing generalist and specialist 
care in 8 countries. European Observatory on Health Systems and 
Policies; 2006. Policy briefs  
53. Griffiths P, Bridges J, Sheldon H, Thompson R. The role of the 
dementia specialist nurse in acute care: a scoping review. J Clin 
Nurs. 2014. 
54. Holtzer L. Boordtabellenset 2014 ‐ 2015. In: Ik ga ervoor campagne. 
Brussel: Vlaamse Overheid; 2014. 
55. Committee on Quality of Health Care in America IoM. Crossing the 
quality chasm - A New Health System for the 21st Century. 
Washington, D.C.: National Academy Press; 2001. 
56. Samenwerkende ouderenorganisaties Unie KBO P, NOOM en 
NVOG , . Kwaliteitsaspecten Keurmerk Seniorvriendelijk Ziekenhuis 
2015 [Web page].2014 [cited 24/12/2014]. Available from: 
http://www.seniorvriendelijkziekenhuis.nl/wp-
content/uploads/2014/10/Kwaliteitsaspecten-2015-keurmerk-
Seniorvriendelijk-Ziekenhuis-def.pdf 
57. Koning Boudewijstichting. Zilverzacht Ziekenhuis [Web page].2013 
[cited 12/02/2015]. Available from: http://www.kbs-
frb.be/call.aspx?id=306147&langtype=2067&src=true 
58. Vlayen J, Van De Water G, Camberlin C, Paulus D, Leys M, 
Ramaekers D, et al. Clinical Quality Indicators. Objective Elements - 
Communication (OEC). Brussels: Belgian Health Care Knowledge 
Centre (KCE); 2006 19/10/2006. KCE Reports 41 Available from: 
https://kce.fgov.be/publication/report/clinical-quality-indicators  
59. Milisen K, Flamaing J, De Vuyst A, Huyghe E, Braes T, Wellens N, 
et al. Wetenschappelijk onderzoek inzake de liaisonfunctie in het 
kader van het zorgprogramma voor de geriatrische patiënt Brussel: 
Dederale Overheidsdienst Volksgezondheid, Veiligheid van de 
Voedselketen, Leefmilieu; 2008.  
 
  
 
COLOPHON 
Title:  Comprehensive geriatric care in hospitals: the role of inpatient geriatric consultation teams – Synthesis 
Authors:  Mieke Deschodt (KU Leuven/UZ Leuven), Veerle Claes (KU Leuven/UNIBAS), Bastiaan Van Grootven (KU 
Leuven/UZ Leuven), Koen Milisen (KU Leuven/UZ Leuven), Benoit Boland (UCL/Cliniques universitaires Saint-
Luc), Johan Flamaing (UZ Leuven), Alain Denis (Yellow Window), François Daue (Yellow Window), Lut Mergaert 
(Yellow Window), Carl Devos (KCE), Patriek Mistiaen (KCE), Koen Van den Heede (KCE) 
Project coordinator:  Dominique Paulus (KCE) 
Reviewers:  Nadia Benahmed (KCE), Wendy Christiaens (KCE) 
External experts:  Jean-Pierre Baeyens (Observatorium voor de chronische ziekten), Katrien Cobaert (AZ Delta), Hugo Daniels 
(Ziekenhuis Oost-Limburg Genk), Anne De Bievre (OLV Aalst), Patrick Dufrane (INAMI – RIZIV), Griet De Bodt 
(UZ Gent), Daniel Gillain (ULg), Pierre Hanotier (CHU Tivoli), Sandra Higuet (CHU de Charleroi), Lia Huysmans 
(GasthuisZusters Antwerpen), Lambeau Jean-luc (Grand Hôpital de Charleroi), Margareta Lambert (AZ Brugge, 
Sint-Jan), Jean-Claude Lemper (Geriatrisch Ziekenhuis Scheutbos), Julie Leroy (SPF Santé Publique – FOD 
Volksgezondheid), Véronique Lesage (Groupe Jolimont), Joris Meeuwissen (Ziekenhuis Oost-Limburg Genk), 
Christel Menozzi (CHU de Liège), Thierry Pepersack (ULB), Johan Pauwels (Zorgnet Vlaanderen), Jan Petermans 
(ULg), Christian Swine (CHU-UCL Godinne), Nele Van Den Noortgate (UZ Gent), Isabelle Van der Brempt (SPF 
Santé Publique – FOD Volksgezondheid) 
Stakeholders:  Stefaan Alongi (Grand Hôpital de Charleroi), Hilde Baeyens (AZ Alma), Françoise Bardiau (CHU Charleroi), Claire 
Beckers (Cliniques de l’Europe), Evelyne Carels (Centre Hospitalier de Mouscron), Michael Chenal (Centres 
Hospitaliers Jolimont), Nathalie Closset (Clinique André Renard), Isabelle Cremers (Centre Hospitalier Régional 
de Huy), Kenny Decuyper (AZ Nicolaas), Corry Deschamps (AZ Groeninge Kortrijk), Johan Devoghel (AZ Sint-
Jan Brugge), Claire Dewitte (AZ Sint-Rembert), Filip De Bruycker (UZ Gent), Alain Fournier (Cliniques de l’Europe), 
Thimothy Gruwez (AZ Sint-Lucas Brugge), Françoise Hardenne (Centre Hospitalier de l’Ardenne), Marlies 
Hermans (Ziekenhuis Oost-Limburg), Christian Hilkens (CHR Citadelle), Luc Hoornaart (AZ Sint-Jan Brugge), 
Jean-Pierre Hoste (CHC Liège), Hilde Huygen (Emmaüs vzw), Bernadette Kibambo (Clinique St Luc Bouge), Alex 
Koussonsky (Hôpitaux Iris Sud), Annie Lambert (CHR Haute Senne), Trui Lambrecht (Sint-Andriesziekenhuis 
Tielt), Sophie Lambrecht (AZ Sint-Maria Halle), Elke Lambrix (Jessa Ziekenhuis), Véronique Latteur (Grand Hôpital 
de Charleroi), Anne Lenfant (CHU Tivoli), Steve Lervant (Sint-Jozefskliniek Izegem), Anne-Françoise Loiseau 
(CHU de Liège), Anne-Lise Lurquin (CHR Sambre et Meuse), Terry Maes (AZ Sint-Maarten), Catherine Magnette 
(CHR Namur), Michelle Mévis (Centres Hospitaliers Jolimont), Nathalie Passemier (CHU Tivoli), Lutgarde 
Peleman (Algemeen Stedelijk Ziekenhuis Aalst), Luc Rosseel (AZ Delta), Anke Schelfhout (Mariaziekenhuis 
Noord-Limburg), Luc Suvee (UZ Brussel), Laurent Tonnoir (UCL), Heidi Tops (H. Hartziekenhuis Mol), Vinciane 
Vandenput (Vivalia), Els Van De Perre (AZ Turnhout), Nathalie Van Vyve (H. Hartziekenhuis Mol), Nathallie 
  
Vereecke (AZ Nikolaas), Hilde Vervecken (UZ Leuven), Evelyne Veys (O.L.V Van Lourdes Waregem), Liesbet 
Willems (huisarts), Nadine Wittevrongen (AZ Sint-Jan Brugge), Ludivine Wauquier (CHR Haute Senne) 
External validators:  Wilco Achterberg (Leids Universitair Medisch Centrum, The Netherlands), Nathalie Salles (CHU Bordeaux, 
France), Peter Van Bogaert (Universiteit Antwerpen) 
Acknowledgements:  We would like to acknowledge Johan Devoghel (AZ Sint-Jan Brugge), Lia Husymans (GasthuisZusters 
Antwerpen), Margareta Lambert (AZ Brugge), Nele Van Den Noortgate (UZ Gent), Elli Sydow (UZ Leuven), Hilde 
Malfait (AZ Groeninge), Marc Vankerkhoven (AZ Maria Middelares Gent), Jean-Pierre Baeyens (Observatorium 
voor de chronische ziekten), Hans Crampe (AZ Maria Middelares Gent j), Laurence Decorte (CHU Brugmann), 
Marc Leonard (Cliniques de l’Europe), Beatrice Leruste (Hôpital Erasme ULB), Eric Lechanteur (UCL), Sophie 
Allepaerts (CHU de Liège) and Véronique Latteur (Grand Hôpital de Charleroi) for contributing to the content 
validation of the international survey. 
We would like to thank Christelle Savoy (CH Henri Duffaut Avignon, France), Nathalie Salles (CHU de Bordeaux, 
France), Jean-Luc Perié (CH de Dax-Côte d’Argent, France), Paul Couturier (CHU de Grenoble, France), Chokri 
Boubakri (CHRU de Montpellier Antonin-Balmes, France), Pascal Blanc (CHR d’Orléans, France), Tristan 
Cudennec (Hôpital Ambroise Paré Paris, France), Frédéric Bloch (Hôpital Broca Paris, France), Olivier Saint-Jean 
(Hôpital Européen George Pompidou Paris, France), Laurent Druesne (CHU de Rouen, France), Anne Grapin-
Klinger (CH de Sélestat, France), Catherine Fernandez (CHU de Strasbourg, France), Thierry Voisin (CHU de 
Toulouse, France), Laure Ducastaing-ducroq (CHRU de Brest, France), Corry Veen (Ijsselland Ziekenhuis 
Capelle-aan-den-Ijssel, The Netherlands), Ellen A. Elbrecht (Deventer Ziekenhuis, The Netherlands), Andre Janse 
(Ziekenhuis Gelderse Vallei Ede, The Netherlands), Esther van Vugt (Beatrixziekenhuis Gorinchem, The 
Netherlands), Jos Verkuyl (Martini Ziekenhuis Groningen, The Netherlands), Dieneke Z.B.van Asselt (Medisch 
Centrum Leeuwarden, The Netherlands), Jantien P. Brouwer (Diaconessenhuis Leiden, The Netherlands), Yvonne 
Schoon (Radboud Medical Center Nijmegen, The Netherlands), Herbert Habets (Orbis Medical Center Sittard, The 
Netherlands), Paul Croughs (ZorgSaam Zeeuws-Vlaanderen, The Netherlands), Ralf W. Vingerhoets 
(TweeStedenziekenhuis Tilburg, The Netherlands) for participating on the the international survey. 
We would like the thank Prof.Dr. Bruce Leff (MD at John Hopkins Bayview Medical Center, professor of Medicine 
at the John Hopkins University School of Medicine, US), Prof. Dr. Kenneth Covinsky (MD and professor of Medicine 
of the UCSF Division of Geriatrics, US), Prof. Dr. Michael Malone (MD at he the Aurora Health Care Foundation 
and professor of Medicine at the University of Wisconsin School of Medicine and Public Health, US), Prof.Dr Steve 
Counsell (MD at Wishard Health Services, founding director of Indiana University (IU) Geriatrics, a John A. Hartford 
Foundation Center of Excellence in Geriatric Medicine and Professor and chair in geriatrics at IU School of 
Medicine, US), for their contribution to the semi-structured interviews. 
We would like to thank Stephan Devriese (KCE) for his support in the analysis of the administrative databases and 
Nadia Benhamed (KCE) for her support in the factual description of the organization of geriatric care in Belgium. 
Other reported interests:  All experts consulted within this report were selected because of their involvement in geriatric care. Therefore, by 
definition, all consulted stakeholders have a certain degree of conflict of interest to the main topic of this report 
  
Layout:  Ine Verhulst 
   
Disclaimer:  ● The external experts were consulted about a (preliminary) version of the scientific report. Their 
comments were discussed during meetings. They did not co-author the scientific report and did not 
necessarily agree with its content. 
● Subsequently, a (final) version was submitted to the validators. The validation of the report results 
from a consensus or a voting process between the validators. The validators did not co-author the 
scientific report and did not necessarily all three agree with its content. 
● Finally, this report has been approved by common assent by the Executive Board.  
● Only the KCE is responsible for errors or omissions that could persist. The policy recommendations 
are also under the full responsibility of the KCE. 
Publication date:  05 June 2015 
Domain:  Health Services Research (HSR) 
MeSH:  Geriatrics; Health Services Research; Geriatric Assessment, Geriatric Assessment, Multidisciplinary meeting 
(MDM) 
NLM Classification:  WT 100 
Language:  English 
Format:  Adobe® PDF™ (A4) 
Legal depot:  D/2015/10.273/47 
Copyright:  KCE reports are published under a “by/nc/nd” Creative Commons Licence  
http://kce.fgov.be/content/about-copyrights-for-kce-reports. 
  
 
How to refer to this document?  Deschodt M, Claes V, Van Grootven B, Milisen K, Boland B, Flamaing J, Denis A, Daue F, Mergaert L, Devos C, 
Mistiaen P, Van den Heede K. Comprehensive geriatric care in hospitals: the role of inpatient geriatric consultation 
teams – Synthesis. Health Services Research (HSR) Brussels: Belgian Health Care Knowledge Centre (KCE). 
2015. KCE Reports 245Cs. D/2015/10.273/47. 
  This document is available on the website of the Belgian Health Care Knowledge Centre. 
 
